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Notice of Independent Review Decision 

 

DATE OF REVIEW:  1/19/2015 
 

IRO CASE #   

 

DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE: 
 

OP left Endo Carpal Tunnel Release. 
 

A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR OTHER HEALTH 
CARE PROVIDER WHO REVIEWED THE DECISION 

 

M.D. Board Certified in Plastic Surgery and Hand Surgery. 

 
REVIEW OUTCOME   

Upon independent review the reviewer finds that the previous adverse determination/adverse 
determinations should be: 
  

 Upheld     (Agree) 

 Overturned              (Disagree) 

 Partially Overturned   (Agree in part/Disagree in part) 

 

PATIENT CLINICAL HISTORY [SUMMARY]: 

left handed worker with over a year’s history of bilateral upper extremity symptoms and 
persistent left upper extremity symptoms in the form of moderate pain. Weakness and 
stiffness also reported. Had surgery for carpal and cubital tunnel release on the right side. Had 
PT in 2013. No indication of non-response to surgery on the right carpal and cubital tunnels. 
The physical exam indicated positive Tinel’s, Phalen’s, EFT and nerve compression tests, and 

decreased light touch, with no mention of muscle atrophy. EDS showed findings of cubital and 
carpal tunnel syndromes. The care has been denied when preauthorization was requested and 
at subsequent hearing. 

 

ANALYSIS FINDINGS AND CONCLUSIONS USED TO SUPPORT THE DECISION AND 
EXPLANATION OF THE DECISION. INCLUDE CLINICAL BASIS, 

Per ODG references, the requested “OP left Endo Carpal Tunnel Release” is medically 

necessary. The persistence of symptoms of a moderate degree over more than a year, the 
convincing physical findings and the positive EDS, as well as response to surgery for a similar 
problem on the right side are some of the reasons for supporting the request for carpal and 
cubital tunnel release. 
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A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR 
OTHER CLINICAL BASIS USED TO MAKE THE DECISION: 

 

       AHCPR- AGENCY FOR HEALTHCARE RESEARCH & QUALITY GUIDELINES 

 DWC- DIVISION OF WORKERS COMPENSATION POLICIES OR GUIDELINES 

 EUROPEAN GUIDELINES FOR MANAGEMENT OF CHRONIC LOW BACK PAIN  

 INTERQUAL CRITERIA 

 MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN ACCORDANCE WITH ACCEPTED MEDICAL 

STANDARDS 

 MERCY CENTER CONSENSUS CONFERENCE GUIDELINES 

 MILLIMAN CARE GUIDELINES 

   ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT GUIDELINES 

 PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR 

 TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & PRACTICE PARAMETERS 

 TEXAS TACADA GUIDELINES 

 TMF SCREENING CRITERIA MANUAL 

 PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE (PROVIDE A DESCRIPTION) 

 OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME FOCUSED GUIDELINES 


